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Prevention and Control of Influenza: Recommendations of
the Advisory Committee on Immunization Practices*

Part One, Vaccines

These recommendations update infor-
mation on the vaccine available for con-
trolling influenza during the 1995-96 influ-
enza season (superseding MMWR
1994;43(No. RR-9)1-13). The principal
changes include information about a) the
influenza virus strains included in the tri-
valent vaccine for 1995-96, b) side effects
and adverse reactions, and c) the vaccina-
tion of pregnant women.

Part Two, Antiviral Agents, will be pub-
lished in the September 1995, Virginia

Epidemiology Bulletin.
INTRODUCTION

Influenza A viruses are classified into
subtypes on the basis of two surface anti-
gens: hemagglutinin (H) and neuramini-
dase (N). Three subtypes of hemagglutinin
(H1, H2, and H3) and two subtypes of
neuraminidase (N1 and N2) are recognized
among influenza A viruses that have
caused widespread human disease. Immu-
nity to these antigens -- especially to the
hemagglutinin -- reduces the likelihood of
infection and lessens the severity of disease
if infection occurs. Infection with a virus of
one subtype confers little or no protection
against viruses of other subtypes. Further-
more, over time, antigenic variation (anti-
genic drift) within a subtype may be so
marked that infection or vaccination with
one strain may not induce immunity to
distantly related strains of the same sub-
type. Although influenza B viruses have
shown more antigenic stability than influ-
enza A viruses, antigenic variation does
occur. For these reasons, major epidemics
of respiratory disease caused by new vari-
ants of influenza continue to occur. The
antigenic characteristics of circulating

Epidemiology Bulletin

strains provide the basis for selecting the
virus strains included in each year’s vac-
cine.

Typical influenza illness is charac-
terized by abrupt onset of fever, myalgia,
sore throat, and nonproductive cough. Un-
like other common respiratory illnesses,
influenza can cause severe malaise lasting
several days. More severe illness can result
if either primary influenza pneumonia or
secondary bacterial pneumonia occurs.
During influenza epidemics, high attack
rates of acute illness result in both in-
creased numbers of visits to physicians’
offices, walk-in clinics, and emergency
rooms and increased hospitalizations for
management of lower respiratory tract
complications.

Elderly persons and persons with under-
lying health problems are at increased risk
for complications of influenza. If they be-
come ill with influenza, such members of
high-risk groups (see Groups at Increased
Risk for Influenza-Related Complications
under Target Groups for Special Vaccina-
tion Programs) are more likely than the
general population to require hospitaliza-
tion. During major epidemics, hospitaliza-
tion rates for persons at high risk may in-
crease twofold to fivefold, depending on
the age group. Previously healthy children
and younger adults may also require hospi-
talization for influenza-related complica-
tions, but the relative increase in their hos-
pitalization rates is less than for persons
who belong to high-risk groups.

An increase in mortality further indi-
cates the impact of influenza epidemics.
Increased mortality tesults not only from
influenza and pneumonia but also from
cardiopulmonary and other chronic dis-
eases that can be exacerbated by influenza.
It is estimated that >20,000 influenza-asso-

ciated deaths occurred during each of 10
different U.S. epidemics from 1972-73 to
1990-91, and >40,000 influenza-associ-
ated deaths occurred during each of three
of these epidemics. Motre than 90% of the
deaths attributed to pneumonia and influ-
enza occurred among persons 265 years of
age.

Because the proportion of elderly per-
sons in the U.S. population is increasing
and because age and its associated chronic
diseases are risk factors for severe influ-
enza illness, the number of deaths from
influenza can be expected to increase un-
less control measures are implemented
more vigorously. The number of persons
<65 years of age at increased risk for influ-
enza-related complications is also increas-
ing. Better survival rates for organ-trans-
plant recipients, the success of neonatal
intensive-care units, and better manage-
ment of diseases such as cystic fibrosis and
acquired immunodeficiency syndrome
(AIDS) result in a higher survival rate for
younger persons at high risk.




OPTIONS FOR THE CONTROL
OF INFLUENZA

In the United States, two measures are
available that can reduce the impact of
influenza: immunoprophylaxis with inacti-
vated (killed-virus) vaccine and chemopro-
phylaxis or therapy with an influenza-spe-
cific antiviral drug (amantadine or riman-
tadine). Vaccination of persons at high risk
each year before the influenza season is
currently the most effective measure for
reducing the impact of influenza. Vaccina-
tion can be highly cost effective when it is
a) directed at persons who are most likely
to experience complications or who are at
increased risk for exposure and b) admin-
istered to persons at high risk during hos-
pitalizations or routine health-care visits
before the influenza season, thus making
special visits to physicians’ offices or clin-
ics unnecessary. When vaccine and epi-
demic strains of virus are well matched,
achieving high vaccination rates among
persons living in closed settings (e.g., nurs-
ing homes and other chronic-care facili-
ties) can reduce the risk for outbreaks by
inducing herd immunity.

INACTIVATED VACCINE FOR
INFLUENZA A AND B

Each year’s influenza vaccine contains
three virus strains (usually two type A and
one type B) representing the influenza vi-
ruses that are likely to circulate in the
United States in the upcoming winter. The
vaccine is made from highly purified, egg-
grown viruses that have been made nonin-
fectious (inactivated). Influenza vaccine
rarely causes systemic or febrile re-

even if such persons develop influenza ill-
ness despite vaccination, the vaccine can
be effective in preventing lower respiratory
tract involvement or other secondary com-
plications, thereby reducing the risk for
hospitalization and death.

The effectiveness of influenza vaccine
in preventing or attenuating illness varies,
depending primarily on the age and immu-
nocompetence of the vaccine recipient and
the degree of similarity between the virus
strains included in the vaccine and those
that circulate during the influenza season.
When there is a good match between vac-
cine and circulating viruses, influenza vac-
cine has been shown to prevent illness in
approximately 70% of healthy persons <65
years of age. In these circumstances, stud-
ies have also indicated that the effective-
ness of influenza vaccine in preventing
hospitalization for pneumonia and influ-
enza among elderly persons living in set-
tings other than nursing homes or similar
chronic-care facilities ranges from 30%-
70%.

Among elderly persons residing in nurs-
ing homes, influenza vaccine is most effec-
tive in preventing severe illness, secondary
complications, and death. Studies of this
population have indicated that the vaccine
can be 50%-60% effective in preventing
hospitalization and pneumonia and 80%
effective in preventing death, even though
efficacy in preventing influenza illness
may often be in the range of 30%-40%
among the frail elderly. Achieving a high
rate of vaccination among nursing home
residents can reduce the spread of infection
in a facility, thus preventing disease
through herd immunity.

RECOMMENDATIONS FOR
THE USE OF INFLUENZA
VACCINE

Influenza vaccine is strongly recom-
mended for any person 26 months of age
who -- because of age or underlying medi-
cal condition -- is at increased risk for
complications of influenza. Health-care
workers and others (including household
members) in close contact with persons in
high-risk groups should also be vaccinated.
In addition, influenza vaccine may be ad-
ministered to any person who wishes to
reduce the chance of becoming infected
with influenza. The trivalent influenza vac-
cine prepared for the 1995-96 season will
include A/Texas/36/91-like (HIN1), A/Jo-
hannesburg/33/94-like (H3N2), and
B/Beijing/184/93-like hemagglutinin anti-
gens. The actual influenza type B strain
used by U.S. manufacturers is B/Har-
bin/07/94, which is antigenically equiva-
lent to the B/Beijing/184/93 strain. Guide-
lines for the use of vaccine among certain
patient populations follow. Dosage recom-
mendations are also summarized (Table 1).

Although the current influenza vaccine
can contain one or more of the antigens
administered in previous years, annual vac-
cination with the current vaccine is neces-
sary because immunity declines in the year
following vaccination. Because the 1995-
96 vaccine differs from the 1994-95 vac-
cine, supplies of 1994-95 vaccine should
not be administered to provide protection
for the 1995-96 influenza season.

Two doses administered at least 1
month apart may be required for satisfac-

actions. Whole-virus, subvirion,
and purified-surface-antigen prepa-
rations are available. To minimize

TABLE 1. Influenza vaccine* dosage, by age group, United States,
1995-96 season

febrile reactions, only subvirion or
purified-surface-antigen prepara-

tions should be used for children;

any of the preparations may be used

for adults.

Most vaccinated children and

Age group Product’ Dosage No. of doses Route®

6 - 35 months Split virus only 0.25 mL 1or 2! M '
3 - 8 years Split virus only 0.50 mL lor2" M |
9 - 12 years Split virus only 0.50 mL 1 M

>12 years ‘Whole or split virus 0.50 mL 1 M

young adults develop high postvac-
cination hemagglutination-inhibi-
tion antibody titers. These antibody
titers are protective against illness
caused by strains similar to those in
the vaccine or the related variants

periods. Elderly persons and per-
sons with certain chronic diseases
may develop lower postvaccination
antibody titers than healthy young
adults and thus may remain suscep-
tible to influenza-related upper res-
piratory tract infection. However,

“Contains 15 mg each of A/Texas/36/91-like (HIN1 ), A/Johannesburg/33/94-like (H3N2), and B/Bei-
Jing/184/93-like hemagglutinin antigens in each 0.5 mL. The actual influenza type B strain used by U.S.
manufacturers is B/Harbin/07/94, which is antigenically equivalent to the B/Beijing/184/93 strain.
Manufacturers include: Connaught Laboratories, Inc. (Fluzone® whole or split); Evans Medical Ltd.
(distributed by Adams Laboratories, Inc.) (Fluviron™ purified surface antigen vaccine); Parke-Davis,
(Fluogen® split); and Wyeth-Ayerst Laboratories (Flushield™ split). For further product information
that may emerge during outbreak Eggo ?c;‘riuguf;; Efﬁgﬂ) 822-2463; Adams, (800) 932-1950; Parke-Davis, (800) 223-0432; Wyeth-Ayerst,
Because of the lower potential for causing febrile reactions, only split virus vaccines should be used for
children. They may be labeled as "split," "subvirion," or “purified-surface-antigen" vaccine, Immuno-
genicity and side effects of split- and whole-virus vaccines are similar among adults when vaccines are
|| administered at the recommended dosage.
¥The recommended site of vaccination is the deltoid muscle Jor adults and older children. The preferred
site for infants and young children is the anterolateral aspect of the thigh.
Two doses administered at least one month apart are recommended for children <9 years of age who
I are receiving influenza vaccine for the first time.
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tory antibody responses among previously
unvaccinated children <9 years of age;
however, studies of vaccines similar to
those being used currently have indicated
little or no improvement in antibody re-
sponse when a second dose is administered
to adults during the same season.

During the past decade, data on influ-
enza vaccine immunogenicity and side ef-
fects have been obtained for intramuscu-
larly administered vaccine. Because recent
influenza vaccines have not been ade-
quately evaluated when administered by
other routes, the intramuscular route is rec-
ommended. Adults and older children
should be vaccinated in the deltoid muscle
and infants and young children in the an-
terolateral aspect of the thigh.

TARGET GROUPS FOR
SPECIAL VACCINATION
PROGRAMS

To maximize protection of high-risk
persons, they and their close contacts
should be targeted for organized vaccina-
tion programs.

Groups at Increased Risk for In-
fluenza-Related Complications:

e Persons 265 years of age;

e Residents of nursing homes and
other chronic-care facilities that
house persons of any age with
chronic medical conditions;

e Adults and children with chronic
disorders of the pulmonary or car-
diovascular systems, including chil-
dren with asthma;

e Adults and children who have re-
quired regular medical follow-up or
hospitalization during the preceding
year because of chronic metabolic
diseases (including diabetes melli-
tus), renal dysfunction, hemoglobi-
nopathies, or immunosuppression
(including immunosuppression
caused by medications);

e Children and teenagers (6 months-
18 years of age) who are receiving
long-term aspirin therapy and there-
fore might be at risk for developing
Reye syndrome after influenza.

Groups that Can Transmit Influ-
enza to Persons at High Risk

Persons who are clinically or subclini-
cally infected and who care for or live with
members of high-risk groups can transmit
influenza virus to them. Some persons at
high risk (e.g., the elderly, transplant re-
cipients, and persons with AIDS) can have
a low antibody response to influenza vac-
cine. Efforts to protect these members of
high-risk groups against influenza might
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be improved by reducing the likelihood of
influenza exposure from their caregivers.
Therefore, the following groups should be
vaccinated:

e Physicians, nurses, and other per-
sonnel in both hospital and outpa-
tient-care settings;

e Employees of nursing homes and
chronic-care facilities who have
contact with patients or residents;

e Providers of home care to persons at
high risk (e.g., visiting nurses and
volunteer workers);

e Household members (including
children) of persons in high-risk

groups.

VACCINATION OF OTHER
GROUPS

General Population

Physicians should administer in-
fluenza vaccine to any person who
wishes to reduce the likelihood of
becoming ill with influenza. Persons
who provide essential community
services should be considered for
vaccination to minimize disruption of
essential activities during influenza
outbreaks. Students or other persons
in institutional settings (e.g., those
who reside in dormitories) should be
encouraged to receive vaccine to
minimize the disruption of routine ac-
tivities during epidemics.

Pregnant Women

Influenza-associated excess mortality
among pregnant women has not been docu-
mented except during the pandemics of
1918-19 and 1957-58. However, addi-
tional case reports and limited studies sug-
gest that women in the third trimester of
pregnancy and early puerperium, including
those women without underlying risk fac-
tors, might be at increased risk for serious
complications from influenza. Health-care
workers who provide care for pregnant
women should consider administering in-
fluenza vaccine to all women who would
be in the third trimester of pregnancy or
early puerperium during the influenza sea-
son. Pregnant women who have medical
conditions that increase their risk for com-
plications from influenza should be vacci-
nated before the influenza season, regard-
less of the stage of pregnancy. Administra-
tion of influenza vaccine is considered safe
at any stage of pregnancy.

Persons Infected with Human Im-
munodeficiency Virus (HIV)

Limited information exists regarding
the frequency and severity of influenza ill-

ness among HIV-infected persons, but re-
ports suggest that symptoms might be pro-
longed and the risk for complications in-
creased for some HIV-infected persons.
Because influenza can result in serious ill-
ness and complications, vaccination is a
prudent precaution and will result in pro-
tective antibody levels in many recipients.
However, the antibody response to vaccine
can be low in persons with advanced HIV-
related illnesses; a booster dose of vaccine
does not improve the immune response for
these persons.

Foreign Travelers

The risk for exposure to influenza dur-
ing foreign travel varies, depending on sea-
son and destination. In the tropics, influ-
enza can occur throughout the year; in the
Southern Hemisphere, most activity occurs
from April through
September. Because of
the short incubation pe-
riod for influenza, ex-
posure to the virus dur-
ing travel can result in
clinical illness that be-
gins while traveling, an
inconvenience or po-
tential danger, espe-
cially for persons at in-
creased risk for compli-
cations. Persons pre-
paring to travel to the
tropics at any time of
year or to the Southern
Hemisphere from April
through September should review their in-
fluenza vaccination histories. If they were
not vaccinated the previous fall or winter,
they should consider influenza vaccination
before travel. Persons in the high-risk cate-
gories should be especially encouraged to
receive the most current vaccine. Persons
at high risk who received the previous sea-
son’s vaccine before travel should be re-
vaccinated in the fall or winter with the
current vaccine.

PERSONS WHO SHOULD NOT
BE VACCINATED

Inactivated influenza vaccine should
not be administered to persons known to
have anaphylactic hypersensitivity to eggs
or to other components of the influenza
vaccine without first consulting a physi-
cian (see Side Effects and Adverse Reac-
tions). Use of an antiviral agent (i.e., aman-
tadine or rimantadine) is an option for pre-
vention of influenza A in such persons.
However, persons who have a history of
anaphylactic hypersensitivity to vaccine
components but who are also at high risk
for complications of influenza can benefit
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from vaccine after appropriate allergy
evaluation and desensitization. Specific in-
formation about vaccine components can
be found in package inserts for each manu-
facturer.

Adults with acute febrile illness usually
should not be vaccinated until their symp-
toms have abated. However, minor ill-
nesses with or without fever should not
contraindicate the use of influenza vaccine,
particularly among children with mild up-
per respiratory tract infection or allergic
rhinitis.

SIDE EFFECTS AND ADVERSE
REACTIONS

Because influenza vaccine contains
only noninfectious viruses, it cannot cause
influenza. Respiratory disease after vacci-
nation represents coincidental illness unre-
lated to influenza vaccination. The most
frequent side effect of vaccination reported
by fewer than one third of vaccinees is
soreness at the vaccination site that lasts for
up to 2 days. In addition, two types of
systemic reactions have occurred:

e Fever, malaise, myalgia, and other
systemic symptoms occur infre-
quently and most often affect per-
sons who have had no exposure to
the influenza virus antigens in the
vaccine (e.g., young children).
These reactions begin 6-12 hours
after vaccination and can persist for
1 or 2 days;

e Immediate -- presumably allergic --
reactions (e.g., hives, angioedema,
allergic asthma, and systemic ana-
phylaxis) occur rarely after influ-
enza vaccination. These reactions
probably result from hypersensitiv-
ity to some vaccine component; the
majority of reactions are most likely
related to residual egg protein. Al-
though current influenza vaccines
contain only a small quantity of egg
protein, this protein can induce im-
mediate hypersensitivity reactions
among persons who have severe egg
allergy. Persons who have devel-
oped hives, have had swelling of the
lips or tongue, or have experienced
acute respiratory distress or collapse
after eating eggs should consult a
physician for appropriate evaluation
to help determine if vaccine should
be administered. Persons with docu-
mented immunoglobulin E (IgE)-
mediated hypersensitivity to eggs --
including those who have had occu-
pational asthma or other allergic re-
sponses due to exposure to egg pro-
tein -- might also be at increased risk
for reactions from influenza vac-

cine, and similar consultation
should be considered. The protocol
for influenza vaccination developed
by Murphy and Strunk may be con-
sidered for patients who have egg
allergies and medical conditions
that place them at increased risk for
influenza-associated complications
(Murphy and Strunk, 1985).

Hypersensitivity reactions to any vac-
cine component can occur. Although expo-
sure to vaccines containing thimerosal can
lead to induction of hypersensitivity, most
patients do not develop reactions to
thimerosal when administered as a compo-
nent of vaccines -- even when patch or
intradermal tests for thimerosal indicate
hypersensitivity. When reported, hy-
persensitivity to thimerosal has usually
consisted of local, delayed-type hypersen-
sitivity reactions.

Unlike the 1976 swine influenza vac-
cine, subsequent vaccines prepared from
other virus strains have not been clearly
associated with an increased frequency of
Guillain-Barre syndrome (GBS). How-
ever, a precise estimate of risk is difficult
to determine for a rare condition such as
GBS, which has an annual background in-
cidence of only one to two cases per
100,000 adult population. Among persons
who received the swine influenza vaccine,
the rate of GBS that exceeded the back-
ground rate was slightly less than one case
per 100,000 vaccinations.

An investigation of GBS cases in 1990-
91 indicated no overall increase in fre-
quency of GBS among persons who were
administered influenza vaccine; a slight in-
crease in GBS cases among vaccinated per-
sons might have occurred in the age group
18-64 years, but not among persons 265
years of age. In contrast to the swine influ-
enza vaccine, the epidemiologic features of
the possible association of the 1990-91
vaccine with GBS were not as convincing.
The rate of GBS cases after vaccination
that was passively reported to the Vaccine
Adverse Event Reporting System
(VAERS) during 1993-94 was estimated to
be approximately twice the average rate
reported during other recent seasons (i.e.,
1990-91, 1991-92, 1992-93 and 1994-95).
The data currently available are not suffi-
cient to determine whether this represents
an actual risk. However, even if GBS were
a true side effect, the very low estimated
risk for GBS is less than that for severe
influenza that could be prevented by vacci-
nation.

Whereas the incidence of GBS in the
general population is very low, persons
with a history of GBS have a substantially
greater likelihood of subsequently devel-

oping GBS than persons without such a
history. Thus, the likelihood of coinciden-
tally developing GBS after influenza vac-
cination is expected to be greater among
persons with a history of GBS than among
persons with no history of this syndrome.
Whether influenza vaccination might be
causally associated with this risk for recur-
rence is not known. Although it would
seem prudent to avoid a subsequent influ-
enza vaccination in a person known to have
developed GBS within 6 weeks of a pre-
vious influenza vaccination, for most per-
sons with a history of GBS who are at high
risk for severe complications from influ-
enza, the established benefits of influenza
vaccination justify yearly immunization.

SIMULTANEOUS
ADMINISTRATION OF OTHER
VACCINES, INCLUDING
CHILDHOOD VACCINES

The target groups for influenza and
pneumococcal vaccination overlap consid-
erably. For persons at high risk who have
not previously been vaccinated with pneu-
mococcal vaccine, health-care providers
should strongly consider administering
both pneumococcal and influenza vaccines
concurrently. Both vaccines can be admin-
istered at the same time at different sites
without increasing side effects. However,
influenza vaccine is administered each
year, whereas pneumococcal vaccine is
not. Children at high risk for influenza-re-
lated complications can receive influenza
vaccine at the same time they receive other
routine vaccinations, including pertussis
vaccine (DTP or DTaP). Because influenza
vaccine can cause fever when administered
to young children, DTaP might be prefer-
able in those children 215 months of age
who are receiving the fourth or fifth dose
of pertussis vaccine. DTaP is not licensed
for the initial three-

dose series of pertus- TN

sis vaccine. I,%}i{:\wh
TIMING OF 7 \
INFLUENZA { ;
VACCINATION > <
ACTIVITIES NSt

Beginning each September (when vac-
cine for the upcoming influenza season
becomes available) persons at high risk
who are seen by health-care providers for
routine care or as a result of hospitalization
should be offered influenza vaccine. Op-
portunities to vaccinate persons at high risk
for complications of influenza should not
be missed.

The optimal time for organized vaccina-
tion campaigns for persons in high-risk
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groups is usually the period from mid-Oc-
tober through mid-November. In the
United States, influenza activity generally
peaks between late December and early
March. High levels of influenza activity
infrequently occur in the contiguous 48
states before December. Administering
vaccine too far in advance of the influenza
season should be avoided in facilities such
as nursing homes, because antibody levels
might begin to decline within a few months
of vaccination. Vaccination programs can
be undertaken as soon as current vaccine is
available if regional influenza activity is
expected to begin earlier than December.
Children <9 years of age who have not
been vaccinated previously should receive
two doses of vaccine at least 1 month apart
to maximize the likelihood of a satisfactory
antibody response to all three vaccine anti-
gens. The second dose should be adminis-
tered before December, if possible. Vac-
cine should be offered to both children and
adults up to and even after influenza virus
activity is documented in a community.

STRATEGIES FOR
IMPLEMENTING INFLUENZA
VACCINE RECOMMENDATIONS

Although rates of influenza vaccination
have increased in recent years, surveys in-
dicate that less than half of the high-risk
population receives influenza vaccine each
year. More effective
strategies are needed
for delivering vaccine
to persons at high risk
and to their health-care
providers and house-
hold contacts.

Successful vaccina-

and its receipt or refusal should be docu-
mented in the medical record. Patients in
high-risk groups who do not have regularly
scheduled visits during the fall should be
reminded by mail or telephone of the need
for vaccine. If possible, arrangements
should be made to provide vaccine with
minimal waiting time and at the lowest
possible cost.

Facilities Providing Episodic or
Acute Care

Health-care providers in these settings
(e.g., emergency rooms and walk-in clin-
ics) should be familiar with influenza vac-
cine recommendations. They should offer
vaccine to persons in high-risk groups or
should provide written information on
why, where, and how to obtain the vaccine.
Written information should be available in
language(s) appropriate for the population
served by the facility.

Nursing Homes and Other Resi-
dential Long-Term-Care Facilities

Vaccination should be routinely pro-
vided to all residents of chronic-care facili-
ties with the concurrence of attending phy-
sicians rather than by obtaining individual
vaccination orders for each patient. Con-
sent for vaccination should be obtained
from the resident or a family member at the
time of admission to the facility, and all
residents should be vaccinated at one time,
immediately preceding
the influenza season.
Residents admitted dur-
ing the winter months af-
| ter completion of the vac-
cination program should
be vaccinated when they

tion programs have

combined education for health-care work-
ers, publicity and education targeted to-
ward potential recipients, a plan for identi-
fying persons at high risk (usually by medi-
cal-record review), and efforts to remove
administrative and financial barriers that
prevent persons from receiving the vac-
cine. Persons for whom influenza vaccine
is recommended can be identified and vac-
cinated in the settings described in the fol-
lowing paragraphs.

Outpatient Clinics and Physi-
cians’ Offices

Staff in physicians’ offices, clinics,
health-maintenance organizations, and
employee health clinics should be in-
structed to identify and label the medical
records of patients who should receive vac-
cine. Vaccine should be offered during vis-
its beginning in September and throughout
the influenza season. The offer of vaccine
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are admitted.

Acute-Care Hospitals

All persons 265 years of age and
younger persons (including children) with
high-risk conditions who are hospitalized
atany time from September through March
should be offered and strongly encouraged
to receive influenza vaccine before they are
discharged. Household members and oth-
ers with whom they will have contact
should receive written information about
why and where to obtain influenza vaccine.

Outpatient Facilities Providing
Continuing Care to Patients at High
Risk

All patients should be offered vaccine
before the beginning of the influenza sea-
son. Patients admitted to such programs
(e.g., hemodialysis centers, hospital spe-
cialty-care clinics, and outpatient rehabili-

tation programs) during the winter months
after the earlier vaccination program has
been conducted should be vaccinated at the
time of admission. Household members
should receive written information regard-
ing the need for vaccination and the places
to obtain influenza vaccine.

Visiting Nurses and Others Pro-
viding Home Care to Persons at
High Risk

Nursing-care plans should identify pa-
tients in high-risk groups, and vaccine
should be provided in the home if neces-
sary. Caregivers and other persons in the
household (including children) should be
referred for vaccination.

Facilities Providing Services to
Persons 265 Years of Age

In these facilities (e.g., retirement com-
munities and recreation centers), all unvac-
cinated residents/attendees should be of-
fered vaccine on site before the influenza
season. Education/publicity programs
should also be provided; these programs
should emphasize the need for influenza
vaccine and provide specific information
on how, where, and when to obtain it.

Clinics and Others Providing
Health Care for Travelers

Indications for influenza vaccination
should be reviewed before travel, and vac-
cine should be offered if appropriate (see
Foreign Travelers).

Health-Care Workers

Administrators of all health-care facili-
ties should arrange for influenza vaccine to
be offered to all personnel before the influ-
enza season. Personnel should be provided
with appropriate educational materials and
strongly encouraged to receive vaccine.
Particular emphasis should be placed on
vaccination of persons who care for mem-
bers of high-risk groups (e.g., staff of in-
tensive-care units {including newborn in-
tensive-care units}, staff of medical/surgi-
cal units, and employees of nursing homes
and chronic-care facilities). Using a mobile
cart to take vaccine to hospital wards or
other work sites and making vaccine avail-
able during night and weekend work shifts
can enhance compliance, as can a follow-
up campaign early in the course of a com-
munity outbreak.

Reference

Murphy, KR, Strunk, RC. Safe administration of influenza
vaccine in asthmatic children hypersensitive to egg pro-
teins. J Pediatr 1985;106:931-3.

*SOURCE: MMWR 44(RR-3);1-10 DATE: Apr21, 1995
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Disease

AIDS 55 5 4 2 34 10 758 694 587
Campylobacteriosis 107 33 12 38 16 16 329 413 355
Giardiasis® 20 0 LT 132 141 158
Gonorrhea 870 40 54 113 239 424 6270 7291 8669
Hepatitis A 13 1 8 2 0 2 108 91 103
Hepatitis B 13 1 5 2 0 5 59 71 103
Hepatitis NANB 4 2 0 0 0 2 9 18 23
HIV Infection§ 133 0 3 4 b 49 634 648 759
Influenza 0 0 0 0 0 0 861 823 684
Legionellosis 1 0 1 0 0 0 8 5 6
Lyme Disease 14 1 2 1 4 6 30 46 50
Measles 0 0 0 0 0 0 0 2 23
Meningitis, Aseptic 93 3 9 -5 2 74 184 117 121
Meningitis, Bacterialt 15 3 4 2 1 5 86 46 68
Meningococcal Infections 8 0 2 2 3 1 41 50 35
Mumps 1 0 0 0 0 1 15 29 42
Pertussis 2 0 0 0 0 2 10 17 15
Rabies in Animals 46 11 10 8 7 10 245 224 180
Rocky Mountain Spotted Fever 10 2 T 4 2 1 11 7 6
Rubella 0 0 0 0 0 0 0 0 0
Salmonellosis 141 19 41 22 5 20 33 530 523 558 J
Shigellosis 43 4 11 8 1 24 135 451 249
Syphilis, Early} 79 0 Sk S TR - | 708 795 850
Tuberculosis 12 0 1 3 3 5 146 183 215

Localities Reporting Animal Rabies: Accomack 5 raccoons; Albemarle 2 raccoons; Arlington 1 raccoon; Augusta 1 raccoon, 1 skunk; Bedford 1 raccoon; Campbell 1
raccoon: Carroll 1 raccoon; Chesterfield 1 raccoon; Fairfax 1 dog, 1 raccoon; Fauquier 1 raccoon; Frederick 1 skunk; Gloucester 1 raccoon; Grayson 1 raccoon; Greensville
1 raccoon; Halifax 1 raccoon; Henrico 1 raccoon; King William 1 cat; Loudoun 2 raccoons; Madison 1 raccoon; Mecklenburg 1 raccoon; Orange 1 raccoon; Powhatan 1
raccoon; Prince Edward 1 skunk; Prince William 1 bat, 1 cat, 1 groundhog, 1 raccoon, 1 skunk; Pulaski 1 skunk; Richmond County 1 fox; Rockbridge 1 bat; Rockingham
1 fox, 1 raccoon; Smyth 1 groundhog, 1 raccoon, 1 skunk; Virginia Beach 1 bat, 1 raccoon.

Occupational llinesses: Asbestosis 5; Carpal Tunnel Syndrome 32; Coal Workers’ Pneumoconiosis 16; De Quervain’s Syndrome 1; Lead Poisoning 1; Loss of Hearing 13.

*Data for 1995 are provisional. $Other than meningococcal. $ Includes primary, secondary, and early latent.
Giardiasis and HIV infection have replaced Kawasaki and Reye Syndromes in this table. This change was based on the current number of reports of these diseases and
their public health significance.
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